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ABSTRACT
Objectives: The aim of this study is to describe the opinions of prison doctors, and to compare
the primary health care in prisons between Belgium and the Netherlands.
Methods: Structured interviews, audio-recorded and transcribed verbatim, were conducted
with prison doctors in Dutch-speaking prisons in Flanders/Belgium and in the Netherlands.
Two investigators analysed the content of the interviews and discussed each individual
interview.
Results: In total 37 interviews were conducted in 28 prisons (14 in each country). In Belgium, 14
of 17 prison doctors, compared to 1 of 12 in the Netherlands, experienced higher time pressure
during their consultations in prison, compared to their private medical work (P < 0.001). In the
Netherlands, compared to Belgium, there is more access to psychiatric support (14/14 vs 11/22,
P = 0.002), psychological care (13/13 vs 7/22, P < 0.001), and interpreter facilities (15/22 vs 0/14,
P < 0.001). Prison doctors in both countries agree that the possibility for a strictly personal
encounter with the patient – without the presence of other medical staff – can be very useful
(21/22 in Belgium vs 15/15 in the Netherlands). In Belgium, individual consultations with the
detainee are not possible.
Conclusions: Compared to the situation in the Netherlands, the medical work of prison doctors
in Belgium is characterized by time pressure and lack of psychiatric and psychological support.
The absence of interpreter facilities in Belgium handicaps the quality of the primary health care
in prisons. In addition, the lack of private encounters with a doctor in Belgian prisons violates
the patient rights of the detainee.
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Introduction
Most European countries will offer prisoners similar
health care as is available for anyone outside of prison.
That is in agreement with the patient rights which
apply for everyone. But prisoners are a socially
excluded group with complex healthcare needs,
often associated with poor outcomes. The World
Health Organisation (WHO 2014) [1] put prisoner care
and safety in five domains: physical condition, mental
wellbeing, substance misuse, relationships and reset-
tlement [2–7]. In prisons in Belgium and the
Netherlands medical treatment is for free, and offered
by a prison doctor or member of the healthcare team.
The majority of the health problems are resolved by
the healthcare team. If referral is indicated, an expert or
specialist physician can visit the prison. Organizing
treatment in an outside hospital is complex because
hospital visits require a two-person escort and secure
transport for inmates. In most European countries,
prisoners can get specialist support if they are dis-
abled, have drug or alcohol problems, or suffer from
infectious diseases such as HIV, hepatitis or tuberculo-
sis [2–4,6,8–16].
In Belgium and the Netherlands, the Department of
Justice is responsible for the organization of the
healthcare services in prison, whereas the World
Health Organisation (2014) strongly recommends
that – because of the complexity – the Department of
Health has this responsibility [1]
In Flanders (Belgium) 9 of 14 prisons have a capacity
of more than 200 detainees, whereas in the
Netherlands, all but one (Gelderland/De Hunnerberg)
prisons have a population capacity of more than 200
detainees.
To discover and understand similarities and differ-
ences in the two studied countries, two of the authors
had face-to-face interviews with Dr Will van de water,
head of the medical department in Utrecht, the
Netherlands (MH on 07/03/2017 and JM on 08/01/
2018) and with Mr Francis De Smet, head of the depart-
ment in Brussels, Belgium (MH on 25/03/2017). The
following issues are mentioned:
● In Belgium, about 300 doctors (mostly general
practitioners and dentists) work on a self-
employed basis as a prison doctor. In the
Netherlands, prison doctors are obliged to limit
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their private general practice and their work as
a prison doctor to a part-time function also in
general practice.
● In the Netherlands, the following standard for
workload is used: one patient in detention is simi-
lar to 3 to 4 patients outside. Therefore, one full-
time equivalent (FTE) general practitioner per 300
prisoners is required; whereas in Belgium, only 2
hours of patient contact per detainee per year is
attributed, which corresponds with ½ FTE per 300
prisoners.
● In the Netherlands, a course of 80 hours (orga-
nized by the university of Utrecht) is obligatory to
become a prison doctor. In Belgium, no specific
education is available. In both countries, guide-
lines on specific topics (addiction, sexual trans-
mitted diseases, infection diseases, etc.) are
available.
● Medical problems (suicide, infectious diseases)
are more accurate registered in Belgium, com-
pared to the Netherlands.
● Triage by the nursing staff of the offered medical
problems is encouraged in the Netherlands; but
not well performed in Belgium, where medical
problems are referred to the doctor.
● In Belgium, prescribed medication is not system-
atically delivered by the nursing staff, but often by
the guards.
● Offenders in Belgium can be subjected to man-
dated care under an ‘internment measure’ if they
are mentally ill and viewed as a danger to society
[17]. In the Netherlands, specialized centers are
available for mentally ill offenders.
● According to the International Prison Studies
(2018), the prison population rate – that is the
number of prisoners per 100.000 of the national
population – is 61 in the Netherlands compared
to 88 in Belgium [18].
In Belgium, each prisoner has the right to see a doctor
on a daily basis. A triage system by the nursing staff is
not applied. In 2015, three-quarter (77.8%) of the
249.436 medical consultations in prison were done by
GPs [13–15,19]. The number of GP consultations per
prisoner per year was 17.0in 2005 and 18.3 in2015. This
means that every working day an average of 10% of
the prison population visits the prison doctor [13–
15,19]. The consultations in Belgium are usually in the
presence of nursing staff [13–15]. This might be in
contrast with other countries. We know from the
study of Gourdin et al. [13] from Oct 2017 that all
prisons in Belgium (Dutch- and French-speaking pris-
ons) follow the same regime. Precise data for the
Netherlands are unfortunately not available (interview
with Dr Van de Water W., head of the prison depart-
ment FFMU Utrecht, 1 Feb 2018, the Netherlands)
The interest for the interviews in both countries was
inspired by the fact that consultations in Belgium hap-
pen in the presence of the nursing staff, and may have
a negative effect on the privacy of the encounter. That
can affect the confidential relationship with the prison
doctor, and induce distrust among detainees, a major
barrier in the doctor–patient relationship. Lack of trust
toward the ‘system’ and authority figures, in general,
may have a negative impact on detainees [20] of which
about ± 90% finally will get back to society [12,13].
Scott A Allan and Raed Aburabiwrote in the
International Journal of Prisoner Health:
Already, by virtue of the setting, the prison physician is
at disadvantage in establishing trust with a patient
who is being confined within an institution he or she
believes is hostile to his or her interests.
Confidentiality, so important for the establishment of
trust between doctor and patient in community set-
tings, is even more dear to the correctional physician
and patient. [21]
Existing practitioners’ studies focused on infrastruc-
ture, facilities, medical equipment, medication pre-
scription, and experiences of women detainees with
primary care [22–24]. Our purpose was to have an
insight in the opinions of prison doctors about impor-
tant topics of their work in prison, and to discover
similarities and differences between Belgium and the
Netherlands.
Methods
Literature was search through PubMed using the MeSH
search terms: ‘primary care’, ’primary health care’
‘prison(er)’, ‘inmate’, ‘general practitioner’, ‘general
practice’, ‘health’, ‘practitioner’, ‘perspective’, ‘opinion’,
‘comparison’, ‘international’. Other articles and/or
books were found via related citations or similar
articles.
The objective was to use a questionnaire with
yes/no questions. The themes (time pressure,
resources for diagnosis/treatment, triage, personal
contact, etc.) were chosen after consulting and
discussing with six doctors from three prisons. We
tested the questionnaire inductively in two prisons
in Belgium (Ghent on 21/10/14 and 30/10/14, and
Beveren on 04/11/14) with two prison doctors.
Finally, the questionnaire existed of 23 yes/no
questions with room for additional comments and
quotes.
We aimed to compose a representative sample of
prisons and prison doctors in Belgium and in the
Netherlands: interviews with prison doctors in all
Dutch-speaking prisons in Belgium (14 of the 35) and
in prisons in each of the 14 departments of the
Netherlands, selected from the FMMU
(ForenzischeMedischeMaatschappij Utrecht). We
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received permission to obtain interviews in all selected
prisons in Belgium and the Netherlands.
The final selection of prison doctors resulted in
interviews of two prison doctors in each of the five
largest prisons in Belgium and the Netherlands.
This was also in concordance with the number of
prisoners under the supervision of the interviewed
doctors: about 5,000 in Belgium and in the
Netherlands, which is about 50% of the prison
population in each country.
The interviews were conducted by one of the three
authors (JM, AM, MH). Interviews with doctors working
in two different prisons were regarded as one inter-
view. Interviews were audio-recorded and transcribed.
Transcriptions of the interviews and the written sum-
maries were emailed to the interviewed doctor to
check whether the content of the interview was cor-
rect. Each interview was analysed and discussed by
two researchers. (JM+AM for Belgium, and JM+MH for
the Netherlands).
Ethical approval was granted 20/4/2015 UZ Gent,
registration number B300201524527 and 2016/0518,
UZGent, registration number B67020162833.
Statistical analysis was performed with a Chi-square
test or a Fischer exact test (R Core Team 2018). The
significance level has been set at α = 0.05. The quotes
of the prison doctors were translated from Dutch to
English by two bilingual persons.
Results
In total 37 interviews of prison doctors working in 28
prisons were obtained: 22 in Belgium (all Flemish pris-
ons) and 15 (one in each of the 14 Departments) in the
Netherlands from July 2015 till Oct 2017. The mean age
of the interviewees in Belgiumwas 54 years (15men and
two women). Mean age of the responders in the
Netherlands 48 years (11men and two women). Table 1.
Themeanduration of the interviewwas 30minutes (SD
14.3; IQR 22–35). Six doctors were working in two, one
doctor in three prisons. Twelve interviewswere carried out
in prisons withmore than 400 detainees (8 in Belgium and
4 in the Netherlands), 17 in prisons with 200 to 400 prison-
ers, and 8 interviews (7 in Belgium and 1 in the
Netherlands) in prisons with less than 200 detainees. The
interviews with the prison doctors covered a prison popu-
lation of 4.475 in Belgium and 4.346 in the Netherlands
(half of the total variable prison population in both coun-
tries).Twenty-two interviews were recorded telephone
interviews, whereas 15 interviews were on location: 8 in
Belgium and 7 in the Netherlands.
Quantitative analysis of the answers to the
statements
The Table gives an overview of the opinions of
prison doctors in Belgium and in the Netherlands.
Prison doctors in both countries agree that the
resources and options for diagnostics and clinical
examination are equivalent to general practice in
the regular healthcare system. They agree as well
that the possibility for a private personal encounter
with the patient can be very useful, but individual
consultations do not happen in Belgium. According
to 7 on 10 interviewees in Belgium, there are no
independent, neutral interpreter/translator options
available during the consultation. This contrasts
with the Netherlands where contracts with an inter-
preter organisation are negotiated.
In Belgium, 14 of 17 prison doctors, opposed to 1 on
12 in the Netherlands, perceive more time pressure
during a consultation, compared to their medical
work in the regular primary health care (p < 0.001).
Waiting lists upon a referral are deemed too long in
Belgium. In the Netherlands, there is an easier access to
psychiatric (14/14 vs 11/22, P = 0.002) and psychologi-
cal care (13/13 vs 7/22, P < 0.001). Medical screening
on admission to prison with an extensive question-
naire is more frequently used in the Netherlands (13/
13 vs 6/22, P <0.001).
Qualitative analysis of the opinions and
comments of prison doctors
An operating triage system
Most Belgian doctors declare that the absence of any
form of triage works negatively.
(Dr 15, Belgium): The reason why detainees consult so
often is that a lot of them are simply happy to be able
to leave their cell: an ‘excursion in Belgium'. Prisoners
can also invent reasons for consultations, which makes
a robust triage systemmore complicated. An excuse to
see a doctor.
However, a solid triage system seems difficult to
organize.
(Dr 20, Belgium): The organization of triage imposes
a large amount of responsibility on management/
prison guard/nurse, who are often not entirely pre-
pared for this. After all, a triage is in conflict with the
law on the rights of detainees in Belgium who are
permitted to see a doctor daily.
On the other hand, in the Netherlands, prison doctors
are more used to triage by nursing staff.
(Dr 13, Netherlands): Prison nurses are better educated
than telephone-assistants in general practice, so the
triage in prison runs better than in a group practice
where triage is done by a general practitioner
assistant.
Time spent on the patient
The consultation time is very limited in Belgium and
comfortable in the Netherlands.
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(Dr 15, Belgium): The time and work pressures in
prison are very high for most doctors in Belgium; we
often need to see 30 patients in two hours. Suppose
we have to do it in general practice! However, it is true
that some problems are quickly resolved, for example
administrative tasks such as medication prescription
and requests to see a dentist.
(Dr 9, the Netherlands): On average we reserve 20
minutes per patient in prison whereas in general prac-
tice we reserve 10 minutes per patient.
(Dr 11, the Netherlands): As a general rule, medical
consumption is much higher in prison than out, at
about eight times in the Netherlands. One full time
equivalent general practitioner must work for 300
detainees. In the hour and a half that I am in the prison
I see about four to five patients.
(Dr 2, the Netherlands): In prison we have more multi-
disciplinary consultations which take a lot of time.
Consultations together with nurse-staff and
interpreter facilities
In Belgium, a member of the nursing staff is pre-
sent during the consultation with the doctor and is
an active participator. This procedure affects the
confidentiality in the patient–doctor encounter.
(Dr 18, Belgium): In most consultations a member of
the nursing staff is an active participator – except
when safety is a concern, in which case a prison
guard is also present.
(Dr 20, 21, 22, Belgium): Seeing the patient alone,
without nursing staff or guard, can be very useful but
happens very rarely.
(Dr 14, the Netherlands): Consulting with a member of
the nursing staff often results in a more agitated
detainee.
(Dr 11, the Netherlands): First, I read the description of
the problem via the electronic medical record; after
which I sometimes consult with the nurse before
finally seeing the patient alone. According to the law
on individual healthcare in the Netherlands, a patient
is entitled to one-on-one contact.
(Dr 13, the Netherlands): To obtain good patient infor-
mation not much is required except for a quiet room
where the patient can tell his/her story undisturbed
and in complete confidence.
(Dr 21, 25, 27, Belgium): The usual consultation with
the nursing staff and lack of interpreter/translator (tel-
ephone) possibilities in Belgium can become an issue
for the privacy, especially when another detainee has
to translate.
(Dr 5, the Netherlands): Access to telephone inter-
preter facilities is permanently available
Access to psychiatric care and psychological care
Prison doctors in Belgium observe a shortage of acute
psychiatric care.
(Dr 16, 25, Belgium): The psychiatrist is seen only once
every two to three weeks, often with waiting lists of
two or three weeks.
(Dr 17, Belgium): Psychiatric permanence 24/7 would
be desirable because internees can suffer serious
pathologies (e.g. heavy psychosis) and the general
practitioner is not trained for this.
In the Netherlands, prison doctors are satisfied with the
psychiatric services in prison, the opportunities for
referral and the facilities of psychological support.
(Dr 13, the Netherlands): There is a good access to
psychiatric care by a psychiatrist in full time
employment. When the detainee needs very inten-
sive psychiatric care a transfer is arranged to
a special psychiatric penitentiary facility. In urgent
situations, an appeal can be made to the mental
health service of the GGD
(GemeentelijkeGezondheidszorgDienst). Once
a week a multidisciplinary consultation takes
place between the different disciplines, including
a psychiatrist, physiotherapist, GP, nurse and
psychologist
In Belgian prisons, psychological care is a part of
the prison system, and cannot meet the needs of
the prisoners. Psychological care for prisoners in the
Netherlands is accessible and happens in
a confidential environment.
(Dr 26, Belgium): Access to psychological care is a real
‘disaster’ and is absent in most prisons.
(Dr 15, Belgium): A prison is not an adequate setting
for counseling.
(Dr 26, Belgium): Some of the nursing staff think
and work with the mindset of a prison guard. The
doctor is not a member of the prison staff, and
tries first and foremost to be a caregiver.
(Dr 11, the Netherlands): Psychologists work practically
full time, and also have a duty of confidentiality.
(Dr 6, the Netherlands): Psychological assistance is
more accessible and has a very low threshold com-
pared to outside the prison walls.
Discussion
In Belgium, the majority of prison doctors experience
more time pressure during their consultations in prison,
compared to their private medical work outside. In the
Netherlands, the opposite is observed. In the
Netherlands, compared to Belgium, there is easy access
to psychiatric care and psychological support. Interpreter
facilities are available for doctors and prisoners in the
Netherlands, but not in Belgium. Prison doctors in both
countries agree that the possibility for a strictly personal
encounter with the patient (without the presence of
other medical staff) can be very useful. This study con-
tributes to the debate on prison healthcare, more
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specifically the notion of ‘equivalence of care’with that of
the community (1, 10).
The law in the Netherlands offers individual health
delivery for prisoners: each patient has the right to a one-
on-one contact with a doctor (14). This is in contrast with
Belgium where consultations are in the presence of
a member of the nursing staff. According to the WHO
(1,10) and the Council of Europe on patient’s consent and
confidentiality, medical confidentiality of prisoners
should be guaranteed and respected with the same
rigour as in the population as a whole.
In Belgium, the context of the impossibility of an indi-
vidual encounter with a doctor remains problematic. The
consultation roomwith a one-on-one contactwith a prison
doctor can work as an ‘asylum centre’, as a protected and
safe place. A prisoner must have the possibility to talk in
private with a doctor about his/her existential anxiety,
stress, guilt, sleeping problems, loneliness, etc.
We found different reasons why time pressure
during consultations is much higher in Belgium
than in the Netherlands. First, because in Belgium
the prisoner is entitled to see a doctor daily and
together with the absence of triage which con-
trasts with the Netherlands where a selection of
consultations is done by nursing staff, there is
much more time pressure for the doctor.
Furthermore, in the Netherlands, more full-time
equivalent doctors (FTE) are provided. But time
pressure perceived by the doctors in Belgian pris-
ons is not simply due to understaffing, because
even with more staff, more prisoners will try to
see a doctor daily and consultations for adminis-
trative reasons and other tasks will still occur. More
appropriate are separate consultations by nursing
staff, for example for hypertension, wound control,
diabetes follow-up, etc., and for all the administra-
tive tasks now performed by general practitioners.
Nursing staff consultations or nursing practitioners
already exist in the Netherlands, and this reorgani-
zation of the tasks is more important than extra
medical personnel. In addition, opportunities for
multidisciplinary contacts, interpreter facilities, etc.
might be more important for the detainee and
prison doctor than increasing the number of prison
doctors. Anyway, the fact that most interviewed
doctors highlighted the importance of an effective
triage system by the nursing staff is a relevant
determination.
The strength of our study is the careful selection
of prison doctors in two countries, which gives the
possibility of a reliable comparison between psy-
chomedical care in prisons. Some quantitative data
from Belgium are derived from an official Belgian
study (KCE-Belgian Knowledge Centre) which con-
tained demographic data of healthcare utilization
by prison doctors of all 35 Belgian prisons (13).
A weakness is the limited number of interviews.
Prison doctors are difficult to contact and many
telephone calls, emails, and personal contacts
with directorates and prison doctors were needed
before we could carry out this non-funded study
(14); the strength of this study is that after all our
preliminary work, we think that the results remain
representative for (the Dutch-speaking community
of) both countries.
Participating doctors were not interviewed about spe-
cific groups of patients, so one can ask what is the role for
the GP, for example, in case of self-mutilation, hunger
strike, placement in isolation, intake and referral manage-
ment, aggression, etc. Further studies are needed on the
role of the general practitioner in populations of inter-
nees, women, young prisoners, drug abusers and the
growing group of older prisoners (25 and 26).
More information is needed to gain insight into
commonalities and differences between prisons,
especially between different countries because pris-
ons in one country usually follow the same regime.
More instruments should be developed to assess
health care in prisons quantitatively and qualita-
tively and to guarantee an equivalence of care
with that of the community.
Different prison doctors in Belgium and in the
Netherlands declared in their quotes that the greatest
satisfaction of the work was found in the individual con-
tacts with detainees and the gratitude expressed by the
patient. The ideal of the equivalence of care and a one-on
-one contact in a confident relationship will never be
possible with some prisoners, and will only be temporal
or gradual with other detainees.
A point of research is the satisfaction of prison doctors.
Another research item could be whether there is
a possible correlation between presence and absence of
personal contacts with the prison doctor and (future)
violence, in and outside prison?
Conclusion
Compared to the situation in the Netherlands the medical
work of prison doctors in Belgium is characterized by time
pressure and lack of psychiatric and psychological support.
The absence of interpreter facilities in Belgium handicapped
the quality of the primary health care in prisons. In addition,
the impossibility for private encounters with a doctor in
Belgian prisons violates the patient rights of the detainee.
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